Small-cell carcinoma of the lung has a variety of clinical presentations. Symptoms may be due to the primary tumour itself, metastatic disease, systemic effects, or an increasing range of paraneoplastic disorders.' Few reports, however,-link this neoplasm with disorders of the skin and mucous membranes.2' We report here a patient with small-cell carcinoma whose early symptoms and immediate cause of death can be attributed to angioedema.
stridor. No other abnormalities Pwe detected. Results of laboratory tests were remarkable onily for a haematocrit of 29%. The chest film showed an infiltrate in the right lower lobe with loss of volume and pleural effusion. A nodule was also present in the right upper lobe. Gram stain of sputum showed numerous polymorphonuclear leucocytes with mixed bacterial organisms. A sputum culture grew normal oral flora. Bacterial cultures of urine, blood, and cerebrospinal fluid were sterile. stimuli, and several rare disorders.6 There is nothing to suggest any of these causes in this patient. The other causes of angioedema include disorders with an abnormality in the complement system, hereditary angioneurotic oedema and acquired angioedema, and a recently described idiopathic form.' Hereditary angioneurotic oedema seems unlikely given the absence of a typical family history and the lack of previous symptoms. The idiopathic form also seems unlikely. These patients are usually in their early 30s and do not have associated disorders; they generally have a more benign course than our patient had. The historical and clinical findings in this case best support a diagnosis of acquired angioedema. This disorder has been reported in association with several neoplasms, most of which have beerf lymphoproliferative disorders."8 Cohen et In conclusion, on the basis of the clinical and pathological findings in our patient with small-cell carcinoma and angioedema, we believe that this is a case of acquired angioedema, only the second to be reported in association with a non-haematological carcinoma.
